The objective of this study was to describe trends in the diagnostic rates for anxiety disorders (ADs) types in the U.S. military from 2000 to 2009. Data for the numbers of diagnosed cases for the first documented occurrence of ADs during ambulatory visits while serving in the military were obtained from the Defense Medical Epidemiology Database for all active duty service members and examined across branch of service and by gender. Results indicate that Anxiety Not Otherwise Specified (ANOS) was the most frequently diagnosed AD type in each of the 10 years between 2000 and 2009, with an average rate of 0.8 per 100 service members for first service occurrence, followed by PTSD at a rate of 0.5 out of every 100. Starting in 2002, the yearly first occurrence rates of ANOS and PTSD were significantly higher (p < 0.001) compared to each proceeding year, with the same pattern present among males and females separately. The majority of first occurrence AD diagnoses were diagnosed in the Army (47% of Anxiety NOS and 60% of PTSD cases) compared to the other service branches (i.e., Navy, Air Force, and Marines).
Introduction
Anxiety disorders (ADs) are among the most frequently diagnosed mental health issues in the United States today (Kessler, Berglund, et al., 2005) . This class of disorders, which includes Generalized Anxiety Disorder (GAD), Panic Disorder (PD), Obsessive-Compulsive Disorder (OCD), Phobic Disorder (PD), Posttraumatic Stress Disorder (PTSD), Acute Stress (AS), and Anxiety Not Otherwise Specified (ANOS), is characterized by excessive and irrational dread of everyday situations that prevent individuals from leading healthy lives (American Psychiatric Association, 2000; American Psychological Association, 2010) . ADs affect an estimated 40 million American adults, or 18% of the U.S. population, each year (Kessler, Chiu, Demler, & Walters, 2005 ; National Institute of Mental Health, 2009) and account for nearly 30% of treatmentseeking patients seen by primary care physicians (Maxmen & Ward, 2009 ).
The underlying etiology of ADs is complex, involving the interplay between biological and environmental factors. Some ADs appear to have a strong hereditary link. For example, risk of developing Panic Disorder or Obsessive-Compulsive Disorder is increased by 14% (The NIMH Genetics Workgroup, 1998 ) and 25% (Maxmen & Ward, 2009) , respectively, in cases where a firstdegree relative is affected. Among monozygotic and dizygotic twins, risk for developing OCD increases to 70% and 50%, respectively (Maxmen & Ward, 2009) . Environmental factors and intrinsic personality characteristics have also been shown to contribute to the development of many ADs. For example, traumatic life experiences have been strongly linked to the onset of stress disorders and in some cases Posttraumatic Stress Disorder (PTSD) (Davidson, 2000; National Institute of Mental Health, 2009) .
Although the discrete biologic and environmental factors that determine risk for development of an AD have been fairly well described in the literature, differences in the occurrence of ADs across demographic subsets are less well understood. In this paper, we explore the presentation of ADs within the population of U.S. military service members, a diverse subset of the general U.S. population. While it is reasonable to assume that factors influencing the development of ADs in the civilian population would contribute to AD development in military populations, the unique environment in which service members live and work may contribute to increased risk for development of ADs (Hoge, Auchterlonie, & Milliken, 2006) . Over the recent decade (2000) (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) , service members have been engaged in the largest sustained ground operation since the Vietnam War and may be confronted with numerous sources of stress, such as extended duty hours, heavy and often physically demanding workloads, multiple deployments and combat exposure, which conspire to degrade physical and psychological performance.
Significant associations have been demonstrated linking combat experiences and attrition from the military to the occurrence of mental health problems (Hoge et al., 2006) . Military occupations are roughly grouped into combat or support roles and the degree to which a service member is exposed to stressors, such as deployment, restricted sleep, or combat can be influenced by the type of job he or she performs (infantry versus transportation versus medic) and where he or she performs it (in a combat zone versus at a post/base in the US). All branches of service have experienced deployment over the past decade and all have been exposed to combat-related stress.
From 1990 to 1999, roughly 6% of all active duty U.S. military service members per year received treatment for a mental health disorder (Hoge et al., 2002) . Service members deployed to combat zones reportedly experience more mental health issues upon their return home (19.1% for those deployed to Iraq and 11.3% for those deployed to Afghanistan) than those deployed to other locations (8.5%) (Hoge et al., 2006) . In addition, mental health hospitalizations appear to be increasing, accounting for more hospitalizations of U.S. service members in 2010 than any other major category of diagnoses (Medical Surveillance Monthly Report, 2011) . Among the mental health issues experienced by military service members, anxiety disorders appear to be increasingly prevalent. ADs were ranked fourth and eighth, respectively, for bed days and medical encounters among the health care burdens attributable to various diseases and injuries for U.S. service members in 2010 (Medical Surveillance Monthly Report, 2011). One study (Riddle et al., 2007) examined the prevalence of mental disorders among the Millennium Cohort, a large epidemiologic study of U.S. military. This study found prevalence rates based on screening criteria for PSTD at 2.4%, 1.0% for panic syndrome, and 2.0% for other anxiety syndromes. All reported mental disorders, excluding alcohol abuse, were found to be higher for women relative to their male counterparts.
The negative impact of ADs on individuals and society can be devastating. Symptoms such as cognitive problems (difficulty with attention and concentration, impaired memory, and trouble thinking), sensory disruption (e.g., feeling disoriented or distanced from reality, blurred vision, and hypervigilance), mood disturbance (preoccupation with vulnerability, danger, and fear), and decrements in physical performance (hypertension, insomnia, and pain) can negatively impact an individual's ability to work, maintain healthy relationships, and function optimally in day-to-day activities (Beck & Emery, 2005) . Moreover, the cost of treating anxiety disorders in the United States has been estimated at $46.6 billion, accounting for 31.5% of mental illness costs (DuPont et al., 1996) . Since 2001, the bed days attributable to mental health disorders have increased more than 3-fold (Medical Surveillance Monthly Report, 2011). In 2010 mental disorders accounted for 42.7% of all hospital bed days, more than any other morbidity category (Medical Surveillance Monthly Report, 2011). The Medical Surveillance Monthly Report (2011) also noted mental health disorders contributed 573 personyears of lost military duty due to hospitalization.
Gender also appears to play a role in the risk for anxiety disorders. Various civilian epidemiological studies have noted that women are at greater risk than men for developing an anxiety disorder (Angst & Dobler-Mikola, 1985; Bruce, Yonkers, Otto, Eisen, & Weisberg, 2005) . Similarly, studies utilizing the National Comorbidity Survey have reported higher prevalence of Agoraphobia, Panic Disorder, GAD (Kessler et al., 1994) , and PTSD (Kessler, Chiu, et al., 2005; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995) in women compared to men. A recent review of literature pertaining to gender differences in fear and anxiety (McLean & Anderson, 2009) concluded that women often exhibit higher levels of anxiety across their life span than males due to the interplay of biological and environmental factors, thus contributing to increased treatment seeking behaviors and higher rates for being diagnosed with an anxiety disorder.
ADs represent a significant threat to operational or mission readiness and soldier performance and are costly both in terms of human and material resources. Ultimately, a better understanding of the rates of ADs in military service members might be used to encourage and improve early detection, diagnosis, and treatment. This information can also be used to help support and refine existing programs aimed at educating service members about mental health issues and developing interventions aimed at strengthening mental and physical resilience. In this study, we describe trends in the occurrence of ADs within the U.S. military during a ten year period, from 2000 to 2009. We specifically examine the first diagnosed occurrence of ADs in military service members, or "first time occurrence" (Army Medical Surveillance Activity, 2009), across branches of service and gender groupings. The time period selected extends work by Hoge and colleagues (2002) who described rates of mental health diagnoses among U.S. military personnel in the years prior to 2000, and permits characterization of AD diagnostic trends across a period of increasing combat exposure for all branches of military service.
Materials and methods

Study design
This epidemiological investigation examined preexisting medical surveillance data contained in the Defense Medical Surveillance System (DMSS), specifically within the Defense Medical Epidemiology Database version 3.6.4 (DMED), to describe the rates of first time diagnosis of ADs in active duty military personnel, across all branches of military service (Army, Navy, Air Force, and Marines) and among males and females from 2000 to 2009.
Description of dataset
The Army Medical Surveillance Activity (Aberdeen Proving Ground, MD) collects and analyzes medical surveillance data to be included in the DMSS. The DMED contains up-to-date records on healthcare utilization (e.g. hospitalizations and outpatient visits) and demographic data (e.g. age, rank, race, marital status, and gender) for all military personnel who have been on active duty for at least one month. The database is updated monthly by the Defense Manpower Data Center and contains records covering a ten year period, which allows for limited longitudinal assessment of military personnel and medical event data from all services (Army Medical Surveillance Activity, 2009; Hoge et al., 2002) . The DMED database is accessible online at http://afhsc.army.mil/aboutDmed. Military and civilian personnel may request permission from the Armed Force Health Surveillance Center to access the remote database. The DMED application allows users to submit queries with regard to disease and injury rates in the active duty population, including specific queries of gender, race, rank, and marital status across branches of the military, within a ten year period. The user can query the database system to examine first time occurrences or all occurrences. The DMED database contains only de-identified, de-linked data, allowing researchers to look at descriptive statistics, such as means, standard deviations, and percent of population, across a selected time period.
The Standard Ambulatory Data Record (SADR) documents outpatient treatment provided to service members at military medical facilities and outsourced non-Department of Defense clinics. Diagnoses entered into these respective medical databases are recorded using the International Classification of Diseases, 9th Revision (ICD-9) (Army Medical Surveillance Activity, 2009).
Data selection and extraction
We used ICD-9 codes, identified by Hoge and colleagues (2002) , to characterize anxiety-related disorders in active duty military personnel. These codes and their corresponding Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV; 2000) labels are listed in Table 1 . For those ADs with multiple ICD-9 codes (e.g., Panic Disorder and Phobic Disorders) subtype codes were combined to characterize the overall rate of the disorder. As a conservative estimate of AD rates of occurrence within the military, in this study we focused specifically on first time occurrence of ADs as diagnosed during ambulatory visits. First time occurrence refers to the first diagnosed AD during a service member's military career. We chose to examine first time occurrence, rather than any/all occurrence/s, due to limitations inherent in the use of a deidentified dataset. In this format, it is not possible to link individual service members to specific encounters or across years, a factor that increases the risk of over-counting individuals who may have multiple encounters entered into the dataset for a single diagnosis. Such might be the case for individuals seen over time in an ambulatory setting for AD-related issues or for those hospitalized, since any given diagnostic code may be entered numerous times during the course of a single visit (for example, following each medical procedure performed).
Data selected for extraction were stratified and analyzed by ICD-9 codes, branch of military service (Air Force, Army, Navy, and Comparison of diagnosis rates between specified years and computed risk ratios (RR) and 95% confidence intervals (CIs), based on counts of persons with records ADs per total number of persons in the service (and subgroup) in that year, were performed following methods described in Rothman and Greenland (1998) . The first time occurrence rate was calculated by the number of diagnosed cases divided by the yearly population to produce the annual rate. Rates are reported either per 100 persons per year or in percentage units. (For example, a first time occurrence rate of 5 persons per 100 persons in the population in that year is comparable to 5%).
Results
Description of the U.S. military population from 2000 to 2009
A description of key demographic characteristics across the U.S. military as a whole and across individual branches of service is provided in Table 2 . On average, over this 10 year period, the Army made up 36%, the Navy 25.7%, the Air Force 25.2%, and the Marines 13.1% of the total U.S. military population. Over all service branches, and on average over the 10 years, 14.6% of the U.S. military population was female.
The total number of military service members (across all branches of service) with a diagnosed first time occurrence of AD (primary diagnosis) on ambulatory visit from 2000 to 2009 is presented in Table 1 . During the study period, Anxiety NOS was the most frequently diagnosed AD at an average rate of 0.80% for first time occurrence. PTSD was the second most commonly diagnosed AD (0.48%), with GAD, Acute Stress, PD, Phobic Disorder, and OCD following (average rates of 0.21%, 0.14%, 0.14%, 0.08%, and 0.04%, respectively). Together, ambulatory medical visits for ANOS and PTSD within this time period accounted for 68% of all diagnosed ADs from 2000 to 2009.
The annual first time occurrence rates of any AD diagnosis (prevalence rate) for each of the three years prior to the initiation of Operation Iraqi Freedom (2000 Freedom ( -2002 were the lowest rates recorded over the ten year study period. The rates show a steady increase during the years corresponding to OEF/OIF (2003) (2004) (2005) (2006) (2007) (2008) (2009) , with the higher rates of all initial AD diagnoses reported in 2008 and 2009 (Fig. 1) . During this period, ANOS was the most frequently diagnosed AD (1.48% in 2009), followed by PTSD (1.03% in 2008). GAD, Acute Stress, Phobic Disorder, and OCD rates remained relatively stable over the ten year period, while diagnosed Panic Disorder declined from 2008 to 2009.
Below we provide further description of the first time occurrence rates for the two most frequently diagnosed ADs within the study period, ANOS and PTSD.
Anxiety Not Otherwise Specified
Rates of ANOS diagnoses were highest for Army service members (1.06%), followed by Air Force (0.78%), Marines (0.59%) and Navy (0.56%) across the study time period (rates per 100 service members). Comparing the 2009 rate to that in 2000, there was a significant increase (p < 0.0001) in diagnosed ANOS (RR = 3.152; 95% CI: 3.065, 3.242). Furthermore, comparing the 2009 rate to that (Table 3) .
Army
The Army represents the largest proportion of military personnel across all branches of service, with an increase of 15.77% in total population across the ten year study period. When compared to the other three branches of service, the Army demonstrated the highest average first time occurrence rate for ANOS (1.06%), with 47% of all first time Anxiety NOS cases. The number of soldiers with a first initial occurrence of ANOS on ambulatory visit pre/early war was 2302 compared to 6565 during the war period. Across the study time frame, Army females had higher rates of ambulatory visits for ANOS (an average rate of 1.67% per year) than their male counterparts (an average rate of 0.95% per year) (Fig. 2) . As previously noted, ANOS ambulatory visits reached a peak in 2009. In 2009, Army females made up 36.7% of the females in the military, while Army males accounted for 39.3% of males in the military. During 2009, the first time occurrence rate of ANOS diagnosis was 3.21% for Army females (the highest rate by gender across all branches of the military) and 2.18% for Army males (the third highest annual rate for ANOS by gender across all branches of the military).
Navy
The Navy represents the second largest branch of military service overall, with a reported decrease in population of 10.65% across the study period. The Navy demonstrated the lowest average first time occurrence rate for ANOS, 0.56% per year. During the pre/early war period, the average ANOS count within the Navy was 1637 for first time ambulatory visit compared to 2302 during the war period. Similar to Army rates, Navy females were diagnosed at a higher rate (1.2%) than their male counterparts (0.5%). Over the ten years evaluated, female Sailors had the lowest rates of ADs of all females in the military; however, this rate was still higher than ANOS rates for males across all military branches (Fig. 2) .
Air Force
The AF is the third largest branch of service, with a population that decreased across the study period by 6.53%. Rates of first occurrence of ANOS from 2000 to 2009 were 0.78% for AF personnel, the second highest rate across branches of service. Prior to 2003, the average ANOS count was 2271 for first time ambulatory visit compared to 2914 during the war. When looking at ANOS by gender, female AF personnel were diagnosed at a higher average rate per year (1.5%) than male AF personnel (0.63%) (Fig. 2) .
Marines
From 2000 to 2009 the population of the Marines, the branch of service with the smallest population, increased by 18.48%. Prior to 2003, the number of Marines diagnosed with a first time occurrence of ANOS was 544 compared to 1226 during the war period (2003) (2004) (2005) (2006) (2007) (2008) (2009) ). The average first time ANOS diagnosis rate per year was 0.59% during the ten year study period. Female Marines were diagnosed with ANOS at a higher rate per year (1.5%) than their male counterparts (0.51%) across the study period, and had the third highest average ANOS rate of ambulatory visits across all branches of service.
Posttraumatic Stress Disorder
PTSD was the second most frequent first time occurrence AD diagnosis during the reported study period (25% of all cases) across all branches of service. The average rates of PTSD diagnoses were highest for Army service members (0.77%), followed by Marines (0.56%), Navy (0.24%), and Air Force (0.18%) and across the study time period. Rates of PTSD by service branch and gender are described in Fig. 3 . Comparing the 2009 rate to that in 2000, there was a significant increase (p < 0.0001) in diagnosed PTSD (RR = 6.619; 95% CI: 6.319, 6.933). Furthermore, comparing the 2009 rate to that in 2000, there was a significant increase (p < 0.0001) in diagnosed PTSD for both females (RR = 1.91; 95% CI: 1.77, 2.06) and males (RR = 11.3812; 95% CI: 10.66, 12.14). Comparing the 2009 rate to that in 2000, there was a significant increase (p < 0.0001) in diagnosed PTSD for all services; Army (RR = 13.85; 95% CI: 12.80, 14.98), Navy (RR = 1.82; 95% CI: 1.66, 1.99), Air Force (RR = 3.04 95% CI: 2.70, 3.42), and Marines (RR = 7.99; 95% CI: 7.00, 9.13). As found with ANOS, starting in 2002, the rates for the first occurrence of PTSD are significantly higher in each subsequent year (Table 3 ) compared to the prior year.
Army
The majority of cases of first time PTSD diagnosis in the military across the ten year study period (60%) were reported in Army service members. Prior to 2003, the average annual PTSD count in the Army was 655 for first time ambulatory visits compared to 5249 during the war. The average first time PTSD diagnosis rate per year was 0.77% during the ten year period. When looking at PTSD by gender, overall, Army females were diagnosed at a higher average rate than males over the ten year period. However, during the war years, Army males were diagnosed with PTSD at an average rate of 1.05% compared to Army females at 0.94% annually (Fig. 3) . The highest rates of diagnosed first time occurrence PTSD were for male Soldiers in 2008 and 2009, with rates of 1.86% and 1.77%, respectively. 
Navy
Across the four branches of service, the Navy had the third highest first time occurrence rate of PTSD during the study period. The average first time PTSD diagnosis rate per year was 0.24% during the ten year study period. In the 2 years prior to 2003, the average annual number of persons with first time occurrence PTSD in the Navy was 644 compared to 979 during the combat operations years. Female Sailors were diagnosed at a higher average rate (0.65%) than male Sailors (0.12%) per year (Fig. 3) . Ambulatory visits for first time diagnosis of PTSD peaked in 2009, with Navy females and males being diagnosed at a rate of 0.78% and 0.36%, respectively.
Air Force
The AF had the lowest first time occurrence rate for PTSD across all branches of service during the ten year study period (0.18%). In the 2 years prior to 2003, the average annual number of persons with first time occurrence PTSD in the Navy was 383 compared to 767 during the combat operations years. Female AF personnel were diagnosed at a higher average rate (0.43%) than male AF personnel (0.14%) per year. Ambulatory visits for PTSD first time diagnosis reached a peak in 2009, with female AF personnel being diagnosed at a rate of 0.57% and males at a rate of 0.29%.
Marines
Marines had the second highest first time occurrence rate of PTSD across the study period, at an average annual rate of 0.56%. In the 2 years prior to 2003, the average annual number of persons with first time occurrence PTSD in the Marines was 235 compared to 1352 during the combat operations years. Female Marines were diagnosed at a higher average rate (0.86%) than males (0.54%) per year. The years 2008 and 2009 saw a peak in first diagnosed occurrence of PTSD. In 2008, male Marines were diagnosed with a higher first time occurrence rate (1.21%) compared to females (1.12%). However, in 2009 female Marines were diagnosed at a rate of 1.28%, the highest of the ten years evaluated.
Discussion
The findings indicate a significant increase in first time occurrence rates of ADs as a primary disorder in ambulatory care visits in the ten year period which included the initiation of OIF/OEF. ANOS and PTSD represented the more common ADs diagnosed and also demonstrated the largest significant increases across all branches of service in the years following the onset of combat operations in Iraq and Afghanistan.
Although mental health outcomes can be influenced by a number of intrinsic and extrinsic factors, we chose to specifically focus on gender due to the increase of women serving in combat roles (Draude, 1995; Mulrine, 2012) . Results revealed that females were diagnosed at higher rates for ANOS across all branches of service and for PTSD within the Air Force and Navy relative to their male counterparts. These results support previous research suggesting that women with and without combat experience report higher levels of stress than males with combat experience and that women with combat experience seek more assistance for medical-related issues than combat males (Tarrasch, Lurie, Yanovich, & Moran, 2011) . While female service members are utilized in combat positions, the majority of combat roles are still held by men, which might account for the higher rates of PTSD in Army and Marine males. Despite the different rates, PTSD increased for both males and females across the war period.
These results, as well as previous studies, highlight the increasing incidence of mental health disorders in the military. For example, Hoge et al. (2002) found that mental disorders were the fifth leading diagnostic category among ambulatory care visits between 1998 and 1999. In 2007, mental disorders were second only to musculoskeletal system injuries as the leading cause of ambulatory care visits (Army Medical Surveillance Activity, 2009). Between 1995 and 1999, mental disorders were reportedly the second leading cause of military hospitalizations (Hoge et al., 2002) . (Belasco, 2009) . Deployment can be a significant source of stress, as it often entails long periods of time away from family with limited access to communication back home, in which service members might also endure potentially harsh field conditions, reduced privacy, periods of boredom, uncertainty, and potential hostile threats (Bartone, Adler, & Vaitkus, 1998) . Adler, Huffman, Bliese, and Castro (2005) found that for male soldiers, longer deployments and first-time deployments were associated with an increase in reported distress during a peacekeeping mission. Service members who experienced ground combat while deployed to Iraq and Afghanistan were significantly more likely to screen positive for PTSD post-deployment, and for those who did screen positively, were also more likely to be wounded or injured during their deployment (Hoge et al., 2004 (Hoge et al., , 2006 . Moreover, although women serving in the U.S. military have historically been excluded from combat-related jobs, the nature of operations in Iraq and Afghanistan may place women at higher risk for exposure to stressful combat situations (Mattocks et al., 2012) . Our results documented an increase of anxiety disorders during combat years which support the work of Hoge et al. (2006) who found an elevated incidence of PTSD (almost three times higher) in the combat-deployed population than in the non-combat-deployed population but explanations for the factors contributing to these rate increases are not within the scope of this descriptive study. With many male and female soldiers deployed to combat zones, further study is warranted to understand the potential interaction between ADs, gender, and deployment-related stress.
In addition to deployment, the occupational roles service members play may be a factor in determining risk for development of ADs. Marines and Army typically provide the largest percentage of ground combat forces to military operations, while Navy and Air Force generally provide support from the air and sea. Although all military service members, regardless of occupational role or branch of service, are at risk for exposure to a variety of stressful experiences while deployed to combat zones, some military occupational roles present an elevated risk of exposure (e.g., infantry and special forces) relative to other roles (e.g., supply or maintenance) (Langley, 2006) .
While there is no equivalent comparison for "first time diagnosis" in the general population, looking at diagnostic rates as an estimate reveals that the diagnosis of anxiety disorders within the military is well below those reported within the civilian population based on these results. There are a number of different factors that play into a lower diagnostic rate. It could be due to reporting trends within the military. Previous research has documented the perceived stigma associated with mental illness within the military and the under utilization of mental health services (Ben-Zeev, Corrigan, Britt, & Langford, 2012) . Due to the mental health stigma, service members may be less inclined than their civilian peers to report or seek help for mental health issues. It is also possible that the "healthy warrior effect" is contributing to the lower rates. Service members are a relatively fit group and may experience lower rates of ADs as a group overall, in comparison to the general population which includes unemployed and disabled persons (Larson, Highfill-McRoy, & Booth-Kewley, 2008) . While there could be a number of different factors at play, this study cannot determine why the rate of ADs was lower than the civilian population.
Although this study shows a significant increase in the rates of ADs since the start of OEF/OIF, the data examined represent cases newly diagnosed while in military service. As a result, it is unclear what proportion of these service members were seeking treatment for preexisting conditions. In addition, neither the frequency of visits related to the primary AD diagnosis nor the severity of the condition could be determined in this study given the use of a de-identified data set. Further, these findings capture only documented encounters, thus potentially under-representing the actual prevalence of AD in the military. Caution is advised in using electronic military health care system records that rely on ICD-9 codes as they can lead to "erroneous conclusions about incidence and prevalence" (Hoge, 2008 (Hoge, , p. 1096 due to factors such as service members avoiding treatment for mental disorders and clinicians declining to record ICD-9 codes for mental health diagnoses.
Our results highlight an increase in AD diagnoses over time within military service members across all branches of service. Left untreated or insufficiently managed, anxiety disorders can lead to degradation in physical and mental health, personal relationships, and work performance, leaving those affected at an increased risk for serious negative health outcomes. Given the potentially devastating impact of ADs on the lives of service members, these findings suggest that heightened attention should be paid to AD screening, monitoring, and treatment within all branches of service. Previously, considerable attention has been paid to PTSD; however, these results suggest other ADs are also important to screen and monitor, specifically Anxiety NOS. Early identification and intervention are key to more efficient and effective symptom management, promote service member health and readiness, and could help mitigate long term negative health outcomes.
